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Section I: Abstract
There have been 23 documented falls on the maternity unit at Hospital A over the past three
years. This fall rate is above the national average, making the reduction of falls on the
postpartum unit a priority to maintain the hospital’s Magnet status and improve patient safety.
Data analysis related to contributing factors of falls and staff education on best ambulation
practices has the potential to decrease the number of maternal falls on the targeted microsystem
population of the postpartum unit. This quality improvement project conducted a fall audit on
each documented fall case, performed an environmental survey of the postpartum unit, and
provided staff education on best ambulation practices from data analysis. The outcomes were
measured through pre and post surveys from staff, adjustments in Morse Fall Scale assessments
following fall cases, and the ongoing number of falls. The project resulted in an increased
awareness of falls on the postpartum unit, however 3 additional falls occurred in the weeks
following education. This indicates the need for additional level 4 education on fall prevention in
the future. The project concluded with the recommendation of implementing an OB-specific fall
risk assessment tool to replace the currently used Morse Fall Scale.
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Section II: Reducing Maternal Falls on a Postpartum Unit through Staff Education
Falls are a common and harmful complication that occur in the hospital setting and
quality improvement initiatives on preventing patient falls are constantly discussed in healthcare.
The National Database of Nursing Quality Indicators (NDNQI) (2020) defines a fall as “a
sudden, unintentional descent, with or without injury to the patient, that results in the patient
coming to rest on the floor, on or against some other surface, on another person, or on an object.”
Considerations for fall prevention most commonly focus on the elderly patient population and
take place in medical-surgical and geriatric settings; however, falls are not exclusive to this
group. One group that is often overlooked when assessing fall risk is the obstetric patient
population. Since pregnancy is not an illness and patients in this setting are often young and
healthy, they may be disregarded when healthcare providers assess their risk of falling.
Numerous significant physiological changes take place throughout the labor and delivery
process that may contribute to a fall. Obstetric fall risk factors in the postpartum setting include a
mother being post general or regional anesthesia, post prolonged bed rest, having had a large loss
of blood or postpartum hemorrhage, urination urgency or frequency, anemia, fatigue, gait
changes and potential visual impairment. Additionally, medication regimens including tocolytics,
anti-hypertensives, narcotic analgesics, and sleep aids may increase fall risk in this population
(Heafner et al., 2013). These are all substantial contributing factors that are excluded from
commonly used fall risk assessment tools, such as the Morse Fall Scale.
This paper describes a quality improvement (QI) project that includes a retrospective case
review fall audit, analysis of significant trends of documented falls, staff education on fall
prevention, and the implementation of staff and patient educational materials. The project took
place in a 52-bed maternity unit of a Northern California women’s and children’s hospital, which
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will be referred to as “Hospital A”. Hospital administration brought the issue of an increased
number of falls in the maternity unit to the CNL staff at this facility. The patient impact of this
project aims to decrease the number of maternal falls, thereby increasing the quality of patient
care and patient satisfaction. The system and organizational priorities of this project aim to
maintain the facility's Magnet status, decrease the amount of money spent on readmission or
longer lengths of stay due to falls, reduce legal implications of injuries related to falls and
ultimately improve patient safety.
Project Description
In the maternity unit setting of Hospital A, 23 falls have been documented over the span
of a three-year period from 2018 to 2021. This number increased from previous years, making
fall prevention a priority for the facility to maintain its magnet status. According to the NDNQI,
the fall rate at Hospital A is above the national average. Hospital A had a mean of 0.77 patient
falls per 1,000 patient days, while the NDNQI All Hospitals mean was 0.69 total patient falls per
1,000 patient days (2020). After reviewing the 23 documented fall cases which included visitors,
antepartum, neonates, and postpartum falls, 13 cases met the criteria of a true fall on the
postpartum unit.
The postpartum unit at Hospital A currently utilizes the Morse Fall Scale (MFS) to
quickly assess a patient’s risk of falling. This scale includes six items: history of falling,
secondary diagnosis, ambulatory aid, IV or heparin lock, gait/transferring, and mental status
(Morse fall scale - network of care). Patients are then classified as no risk, low risk, or high risk
and appropriate nursing interventions are identified. Nurses at Hospital A are not consistently
scoring patients appropriately using the MFS, and there is confusion regarding secondary
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diagnoses as they relate to the postpartum population. MFS scores are often not adjusted
following a patient fall, indicating an inaccurate fall risk assessment score.
The policy to support safe ambulation after birth at Hospital A differs depending on if the
patient has had a vaginal delivery or a cesarean section delivery. For all deliveries, a two-person
assist is required for the first two ambulation attempts. For post-vaginal delivery patients,
ambulation is encouraged within two hours of admission to the postpartum unit. Once patients
are cleared to ambulate on their own, or “voided out”, there are no further ambulation
restrictions. For post-cesarean section deliveries, ambulation is encouraged at around six hours
after admission, and there are more checks in place for the neurological/musculoskeletal
assessment concerning ambulation. The nursing standard of care policy encourages neurological
assessments to include Deep Tendon Reflexes (DTRs), ambulation assistance dependent on the
patient’s ability to move both legs, the absence of or minimal numbness, dangling the legs for 60
seconds prior to standing, the absence of dizziness, and the use of sequential compression
devices (SCD) prior to ambulation. However, once a patient is “voided out” to ambulate without
assistance, nurses are no longer observing these steps. Falls are still occurring after the “voided
out” period, indicating that the policy needs to be reinforced. Furthermore, Sara Stedy and
bedpan usage on the postpartum unit is limited, even when a patient is at an increased risk of
falling due to leg numbness or dizziness.
Available Knowledge
The following PICOT question was used to guide the literature search for this project: On
the postpartum unit at Hospital A, how does providing best practice education on safe
ambulation practices and fall prevention to staff nurses reduce maternal falls compared to no
education over the next three years? A systematic search was performed on the Cumulative
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Index to Nursing and Allied Health Literature (CINAHL) database and PubMed database using
the following keywords: postpartum, fall, prevention, maternity, ambulation, best practice,
vaginal delivery, cesarean section, risk, assessment, maternal, Morse Scale, education, and
OFRAS. Criteria for inclusion was set for publication dates within the past ten years. This
resulted in the selection of six articles to be reviewed based on their relevance to the project.
Synthesis of Literature
Brewin and Nannini’s (2014) qualitative research study interviewed 31 postpartum
women on their perspectives and preferences of fall prevention strategies during pregnancy. Data
analysis showed major themes of environmental circumstances and physical changes of
pregnancy leading to falls, prevention strategies, barriers, safety concerns, and marketing for a
fall prevention program. The overall implication is that fall prevention strategies for pregnant
women are needed and postpartum women perspectives support fall prevention through provider
counseling.
Gaffey’s (2015) article from the Journal of Healthcare Risk Management discusses the
obstetric specific risk factors that contribute to maternal falls in the perinatal period including
preeclampsia, epidurals, postpartum hemorrhage, and sensory deficits. The article also covers
risk factors for neonatal falls. Various tools for intervention are discussed, such as the Obstetric
Fall Risk Assessment Score (OFRAS) Tool and Dionne’s Egress Test. Evidence demonstrates
that other institutions have had success in reducing falls using various low-cost and high-return
initiatives. Gaffey emphasizes the importance of reducing patient falls in the obstetric and
newborn patient population.
Harland et al. (2014) conducted an analysis of postpartum interviews among a control
series from a case-control study. The frequency, risk factors, and causes of injury in pregnant
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women were studied. The most common reason for injury in this population was falls. This
review provides support to the argument that the maternity population is often overlooked
regarding falls as safety concerns.
Heafner et al. (2013), researchers at Ronald Reagan UCLA Medical Center, provide
evidence for the need of an obstetric related fall risk assessment. They developed the OFRAS
tool to standardize and improve accuracy of fall risk assessment in their obstetric units. Their
initial implementation of OFRAS decreased the number of falls and increased staff awareness of
obstetric fall risk factors. Expansion of OFRAS is needed to evaluate the reliability, validity and
predictive ability of the tool.
Lockwood and Anderson (2013) provided data from a women’s hospital that recorded a
postpartum fall rate that exceeded the national mean for adult surgical patient falls. A fall
prevention team of five nurses was formed and created a “Call for a Helping Hand” letter which
explained the fall risk in the initial postpartum period. The women’s hospital decreased their fall
rate by 50% after implementation of their postpartum fall prevention program. Suggested clinical
implications include the development of a risk assessment tool that is specific to women in the
immediate postpartum period.
Warren (2012) conducted an observational study that aimed to determine whether the
return of motor function in the lower extremities could be used as a marker for safe ambulation
in the postpartum patient population. The Motor Strength Scale was used on 100 post-epidural
patients to assess deep tendon reflexes and ambulation success. Results supported the assessment
of return to baseline levels of deep tendon reflexes and strength scale for indication of readiness
to ambulate.
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This review of literature supports the unique situation of the postpartum patient,
addresses the many factors that contribute to their risk of falling, and recommends the need for
an obstetric related fall risk assessment tool. Best practices can be utilized to guide the education
interventions for this project.
Rationale
The nursing process serves as the conceptual framework and guides the change process
of this project in four steps: assessment, planning, implementation, and evaluation (Sullivan,
2012). Assessment requires identifying the problem. Key stakeholders at Hospital A identified
the problem of increased falls, and this project focused on collecting and analyzing data in
relation to documented falls. Planning requires the participation of staff and those who will be
influenced by the change. In planning this project, collaboration occurred between the clinical
nurse specialist, perinatal nurse educator, staff nurses, patient care assistants and
anesthesiologists. Sharing information was a key factor in planning, and served to help staff
understand the rationale for the change. In the implementation stage, the change agent puts the
plan into action. In the evaluation stage, indicators are determined to measure if goals have been
achieved and how to respond to any undesirable outcomes. In this project, the indicators of
number of falls and the MFS scores are used to determine if the goal of reducing falls was met.
Evaluation also included measuring the bathroom access area for safe use of the assistive devices
for ambulation, especially after falls increased immediately following staff education and other
factors needed to be assessed for a broader solution.
This project was also influenced by Lippitt’s theory of change, which was created in
1958 and is a seven-phase process focused on what the change agent must do rather than the
evolution of change (Thomas & Roussel, 2018). The seven phases include: diagnosing the
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problem; assessing motivation and capacity for change; assessing the change agent’s motivation
and resources; selecting progressive change objectives; choosing the appropriate change agent
role; maintaining change; and terminating the helping relationship (Willcox et al., 2018). This
project plans to flow through each phase and was the basis in outlining, planning, and project
management.
Specific Project Aim
The specific aim of this project was to decrease the number of maternal falls in the
postpartum unit at Hospital A, improve accurate documentation of falls, and improve the
accurate use of the Morse Fall Scale. The process begins with performing a retrospective chart
review and fall audit on each documented fall case, analyzing trends, and conducting an
environmental survey. The process ends with three main intentions: implementing staff
education on best practices for fall prevention and ambulation policy reinforcement;
implementing a “Call Don’t Fall” poster in each postpartum room; and ultimately recommending
the implementation of an OB-specific fall risk assessment tool.
Section III: Methods
To understand the context of the postpartum unit, various microsystem assessment tools
were used, including a Gantt chart to outline the timeline and planning of the project (see
Appendix A), a microsystem assessment (see Appendix B), a
Strengths/Weaknesses/Opportunities/Threats (SWOT) analysis (see Appendix C), a unit
communication tool (see Appendix D), a Plan/Do/Study/Act (PDSA) cycle (see Appendix E),
and a cost-benefit analysis. These tools were used to gain insight into the microsystem and guide
the trajectory of the project. Additionally, a fall audit (see Appendix F) was created and utilized
in a retrospective case review of the 23 documented fall cases. The results were then documented
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on excel and key trends were observed and analyzed (see Appendix G). Finally, an
environmental survey and observation of patient education occurred to guide the interventions.
The microsystem assessment confirmed a strong level of success in each defined
characteristic of leadership, staff, patients, performance, and information and information
technology. The weakest of these areas were the patient focus characteristic and integration of
information with patients. By aiming to reduce maternal falls, the project is actively working to
provide improved patient centered care and more effective learning about patient needs and risk
factors. The results of this assessment demonstrated strong leadership and organizational
support, which was beneficial in the implementation of the project.
The SWOT analysis revealed several strengths to make the implementation of this project
successful and opportunities for improvement in the future (See Appendix C). The strengths
include buy-in from key stakeholders, support from the maternity unit Clinical Nurse Leader, a
broad spectrum of staff education resulting in greater staff awareness of the issue of falls, and the
project being a low-cost intervention. Weaknesses revealed there not being a singular reason
behind why falls are occurring, making education more general rather than specific.
Opportunities for improving fall prevention in the future include the project providing evidence
for the need to change to an OB-specific fall scale, staff buy-in for this change, and evidence for
the need of Level 4 education. Threats to the project include time constraints and education
occurring over zoom due to COVID-19 regulations, making it difficult to assess the attention of
staff.
A Gantt chart (see Appendix A) was utilized as a timeline to guide the project and was
key in keeping the PDSA cycle (see Appendix E) organized and timely. The Plan phase, week
one through week seven, made up the bulk of the project because one main objective was to
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analyze data from past falls and identify trends to determine an appropriate intervention. A fall
audit (see Appendix F) was created to document contributing factors and characteristics of each
maternal fall over the past three years. A retrospective chart review was done on every case
using the fall audit, and this information was entered into excel. From the excel document, trends
were analyzed and common contributing factors were identified (see Appendix G). During this
phase, an environmental survey was also completed. Rooms on each of the three postpartum
floors were studied for characteristics that may contribute to a fall. Observation of the admission
process from labor and delivery to the postpartum unit occurred, and nurses’ education on safe
ambulation practices and fall prevention were noted to assess if the ambulation policy was being
followed. Finally, a pre-survey (see Appendix H) was completed by staff nurses to assess their
feelings about the current fall assessment (see Appendix I), the Morse Fall Scale (see Appendix
J). The Do phase took place from week seven to week ten. The results from the fall audit were
determined and utilized to provide staff education at three separate staff meetings. Additionally,
a “Call Don’t Fall” poster (see Appendix K) was created for each patient room on the postpartum
unit and a staff one page flyer (see Appendix L) was created and implemented throughout the
department. The Study phase took place from week ten to week twelve. A post-survey (see
Appendix M) was completed by 69 staff nurses following the fall prevention education and
results were studied. Unfortunately, additional falls occurred during this phase, so further
education needs were determined. Current documentation practices of charting accurate MFS
were evaluated to assess staff learning. The Act phase took place from week twelve to week
sixteen, which was the conclusion of the project. During this phase additional level 4 education
requirements were determined for future hands-on staff training of fall prevention and safe
ambulation practices. Level 4 education includes hands on simulation exercises, teach back, and
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case studies to test fall prevention, safe ambulation, and Morse Fall Scale knowledge. The
competency assessment for safe patient handling and fall prevention was also updated to guide
future education.
The business case analysis proved to be very cost-effective for the costs associated with
providing staff education and the implementation of education materials. The average fall costs
over $14,000 and adds 6.3 days to the hospital day (National Database of Nursing Quality
Indicators). The cost of project implementation was very low compared to the potential cost
associated with falls on the postpartum unit. The cost of staff education is made up from the
three quarterly staff meetings, with approximately 30 staff members at each meeting, equaling 90
staff members total being exposed to education. The average wage of staff attending is $71 per
hour. Since the staff education presentation was 30 minutes long, this costs Hospital A
approximately $3,195. Additional costs for implementation include printing educational patient
posters for the 52 postpartum rooms, and 10 educational flyers for staff. The total cost for these
materials is less than $100. This resulted in the total cost of implementing this project equaling
$3,295. The cost of educating 90 staff members costs approximately 24% of the cost of one
single fall, suggesting large savings for Hospital A.
Intervention
The intervention determined from the fall audit analysis, environmental survey, and presurvey was to provide in depth staff education on fall prevention and safe ambulation practices.
This education plan included presenting the findings from the fall audit to give staff insight into
trends relating to maternal falls. Education included reinforcement on the Morse Fall Scale,
specifically in standardizing secondary diagnoses related to the postpartum patient population.
Key education points for the classification of secondary diagnoses include pregnancy counting as
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a medical diagnosis. OB specific risk factors are also included, such as gestational hypertension,
preeclampsia or eclampsia, postpartum hemorrhage, gestational diabetes, and infections.
The hospital and unit policy were reinforced for protocols related to fall prevention
including neurological checks, 60-second dangles, sara stedy usage, and indications for bedpan
usage. Education focused on asking two questions before every ambulation attempt. The first
question is: can the patient do straight leg raises? The second question is: does the patient have
any numbness in the legs? Education included a visual and video representation of the 60-second
dangle. This step involves having the patient sit at the edge of the bed with both feet on the floor
for one full minute. At the end of the minute, the nurse is required to ask the patient if they feel
lightheaded or dizzy. Only after these steps can the nurse assist the patient up to ambulate. If a
patient reports that they are unable to move their legs or complains of being lightheaded or dizzy,
it is essential the nurse does not get the patient up. Per the unit policy, education reinforced
offering the patient a bedpan to use. If the patient states that they have minimal numbness in their
legs, but they are not dizzy, the sara stedy is indicated. Education reinforced that to use the sara
stedy, the patient must be cognitive, able to follow instructions, and have the core and upper
body strength to pull themselves up to a standing position. The device must be locked in place
before the patient attempts to stand. At the end of this section, education stressed that if the nurse
is unsure of the patient’s ability to safely ambulate, to err on the side of caution and take
advantage of assistive devices.
Education on these topics was presented at three separate staff meetings over a thirtyminute presentation. Following the presentation, a post-survey was conducted to assess their
learning (see Appendix M). Staff engagement was encouraged through answering questions
throughout the presentation and video demonstration on safe ambulation practices.
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In addition to the staff meeting education presentation, a “Call Don’t Fall” poster (see
Appendix K) is to be implemented in each room throughout the postpartum unit. The goal is that
by having a reminder in the line of vision of the patient, they will remember to call for assistance
prior to ambulating. A one-page staff education flyer (see Appendix L) was also created and
implemented in bathrooms, staff break rooms, and at the nurses station in each postpartum floor.
The poster summarizes the education provided from the staff meeting presentation and aims to
serve as a constant reminder for fall prevention measures.
Study of Intervention
To measure the effectiveness of this project and staff education on fall prevention, the
post-survey conducted at each staff meeting was evaluated. This measured the nurse’s
knowledge on fall prevention and the Morse Fall Scale following education, as well as their
feelings toward moving to an OB-specific fall risk assessment tool. Incident reports for
additional falls were tracked and accurate assessment of fall risk was considered in viewing
documentation of the MFS score for current patients.
Measures
The primary indicator to measure the effectiveness of this project will be to continuously
track the number of falls that occur in the postpartum unit. Staff’s knowledge of presented
educational content was measured in looking at results from the post-survey (see Appendix M).
Specific questions to test their knowledge included: Which of the following are classified as a
fall per the hospital definition? Which of the following are the best practices to remember related
to fall prevention? Which of the following should be included as a secondary diagnosis for the
MFS?
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For future falls, a fall audit will be conducted and the MFS score will be assessed in the
patient’s chart for before and after the fall. If the score does not increase after the fall, it is
evident that further education on fall prevention and safe ambulation is still needed.
Section IV: Results
The immediate results in terms of number of falls was that there were three maternal falls
on the postpartum unit in the three weeks following staff education. While long term results will
be determined over time beyond this semester, the fact that there were three falls immediately
following education suggests education at staff meetings was ineffective in preventing falls.
Results of the post-survey (see Appendix N) demonstrate that immediately following education,
27.5% of staff feel “very comfortable” and 69.6% of staff feel “comfortable” using the MFS to
accurately assess fall risk. Results also show that 92.6% of staff feel like an OB-specific fall risk
assessment tool would be better at assessing falls than the MFS. The post-survey demonstrates
that 85.5% of staff understands the correct hospital definition of a fall, and 62% of staff correctly
answered the question about classification of secondary diagnoses for the MFS and best practices
for fall prevention.
Unintended consequences are that falls are still occurring. In the three documented fall
cases following education, the MFS scores were not adjusted in two of the cases indicating that
staff is still not accurately assessing fall risk. The effect of the project on the organization and
staff includes more buy-in for the eventual implementation of an OB-specific scale and more
awareness of falls and surrounding education. The results indicate that level four education is
necessary to further prevent falls and accurate MFS scoring.
Section V: Discussion
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This quality improvement project focused on identifying the factors contributing to
maternal falls within the postpartum unit and staff education on best practices for fall prevention.
Unfortunately, three falls occurred in the weeks following staff education indicating further
education is necessary. While this was not the desired outcome, there were many valuable
components to the education process on fall prevention. A large portion of this project focused
on the microsystem assessment and analysis of trends in documented fall cases. Through
shadowing nurses and the environmental survey, several realizations were made. First, many
nurses were not providing adequate patient education on ambulation and using the call button.
Many nurses also did not educate on falls during admission to the postpartum unit and did not
understand what a secondary diagnosis was on the MFS. These are all areas for improvement
that guided education.
The analyzed fall audit results were also key in guiding education and recognizing areas
for improvement. Data showed that there was not one clear cut contributing factor for falls, and
almost every case was unique. See Appendix G for key findings from the fall audit. The most
significant trend was that over 70% of falls occur on the night shift, with over 50% of these
occurring between 10:30pm and 12:30am. It was encouraged that more attention be paid during
this two-hour window to reduce falls, since this is the time frame when there are fewer nursing
assistants working. Other significant trends included disproportionately more falls happening on
weekends and holidays than weekdays, more falls occurring post vaginal deliveries than cesarean
section deliveries, and patients still falling after being cleared to ambulate on their own. There
was an inconsistent trend in reports of leg numbness as a contributing factor to falls.
It is important to note that there is a different protocol for ambulation depending on if the
patient had a vaginal or cesarean section delivery. The results from the fall audit showed that
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more falls were occurring in the post-vaginal delivery population. While this may be because
there were more vaginal deliveries in general, the policy for ambulation following a cesarean
section may be a safer practice. This policy has more checks in place and more restrictions in
anesthesia orders regarding ambulation, whereas post-vaginal delivery patients have no
restrictions for ambulation after the first two assisted attempts. A recommendation is to
standardize the ambulation process for all deliveries, with the goal of fewer falls in post-vaginal
delivery patients.
Staff were participatory and engaged in the staff meeting presentations, responding to
questions with their insight and suggestions. Because the results from the post-survey
demonstrated their understanding of the MFS, further consideration needs to be taken to
understand why some staff are still not accurately assessing fall risk. Staff showed interest and
favored the idea of an OB-fall risk assessment tool in the future, and ultimately agreed that the
MFS is not a useful tool for the postpartum patient population.
The main lesson learned from this quality improvement project is that training and
change needs to take place on many levels and with great depth to be successful. There likely
will not be a clear-cut solution in the multifaceted and ever-changing problem of falls in the
postpartum unit, so acceptance that a multilayered approach is crucial. It is important to involve
the audience, in this case the staff nurses, to make them aware of the severity of this situation.
The foundation of knowledge for fall prevention will be helpful in the next phase of level four
education. Support from key stakeholders and trusted CNLs on the maternity unit were vital in
the success of this project. This allowed rapport with staff nurses to be gained and created an
engaging and enjoyable educational experience.
Conclusions
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This project was useful for staff, stakeholders of Hospital A, and patients. The
implementation of educational materials for staff and patients will serve as a constant reminder
of the importance of fall prevention and safe ambulation. For stakeholders, this work
demonstrated the many contributing factors of falls and need for eventual implementation of an
OB-specific fall risk assessment. In order to reduce maternal falls long term, it is recommended
that in addition to the implementation of an OB-specific fall tool, a best practice advisory (BPA)
be implemented to guide staff nurses on appropriate fall prevention steps. The next phase of fall
prevention at Hospital A will include level four education, further education on the MFS, handson education and case studies on secondary diagnoses applicable to falls in the postpartum
population.
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Section VII: Appendices
Appendix A. Gantt Chart & Timeline
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Appendix B. Microsystem Assessment
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Appendix C. Strength/Weakness/Opportunities/Threats (SWOT) Analysis
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Appendix D. Unit Communication Tool
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Appendix E. Plan/Do/Study/Act (PDSA) Cycle
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Appendix F. Fall Audit
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Appendix G. Key Data Trends from Fall Audit Data Analysis

Data from the fall audit and trend analysis show that 69.2% of falls happened on the night shift,
while 30.8% of falls happened on the day shift.

46.2% of falls occurred on a weekday, 38.5% on a weekend, and 15.4% on a holiday.
Disproportionately more falls are happening on weekends and holidays than weekdays.
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61.5% of falls occurred in patients who had a vaginal delivery, and 38.5% occurred in patients
who had a cesarean section delivery.

77% of falls occurred in patients who had been cleared to ambulate independently, or “voided
out”, and 23% of falls occurred in patients who were not cleared to ambulate independently.

32

7 patients (53.8%) did report leg numbness prior to their fall, and 6 patients (46.2%) did not
report leg numbness.

There was no consistent trend in how many hours after delivery the fall took place.
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Appendix H. Pre-Survey
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Appendix I. Pre-survey Results Key Findings

Results show that roughly 40% of staff do not know what is considered a secondary diagnosis on
the Morse Fall Scale.

Results show that roughly 78% of staff think that a best practice advisory pop-up for fall risk
score would be beneficial.
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Appendix J. Morse Fall Scale

Scored as:
● High risk: 45 or higher
● Moderate risk: 25-44
● Low risk: 0-24
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Appendix K. “Call Don’t Fall” Poster
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Appendix L. One Page Staff Educational Flyer
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Appendix M. Post-Survey
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Appendix N. Post-Survey Results

Results show that 27.5% of staff are very comfortable with the MFS, 69.6% are comfortable with
the MFS, and 2.9% are not very comfortable with using the MFS.

Results show that 54.4% of staff do not feel like the MFS is accurate in assessing postpartum
patient’s risk for falling.
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Results show that 92.6% of staff feel that an OB-specific tool would be a better fall risk
assessment tool than the current MFS.

Results show that 85.5% of staff understand what is classified as a fall per the hospital
definition.
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Results show that 62% of staff correctly identified all of the correct best practices to
remember related to fall prevention.

Results show that 62% of staff correctly identified appropriate secondary diagnosis for
the MFS.
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